Background: Australian patients with chronic kidney disease (CKD) are routinely managed in general practices with multiple medications. However, no nationally representative study has evaluated the quality of prescribing in these patients. The objective of this study was to examine the quality of prescribing in patients with CKD using nationally representative primary care data obtained from the NPS MedicineWise's dataset, MedicineInsight. Methods: A cross-sectional analysis of general practice data for patients aged 18 years or older with CKD was performed from 1 February 2016 to 1 June 2016. The study examined the proportion of patients with CKD who met a set of 16 published indicators in two categories: (1) potentially appropriate prescribing of antihypertensives, renin-angiotensin system (RAS) inhibitors, phosphate binders, and statins; and (2) potentially inappropriate prescribing of nephrotoxic medications, such as non-steroidal anti-inflammatory drugs (NSAIDs), at least two RAS inhibitors, triple therapy (an NSAID, a RAS inhibitor and a diuretic), high-dose digoxin, and metformin. The proportion of patients meeting each quality indicator was stratified using clinical and demographic characteristics. Results: A total of 44,259 patients (24,165 (54.6%) female; 25,562 (57.8%) estimated glomerular filtration (eGFR) 45-59 mL/1.73 m 2 ) with CKD stages 3-5 were included. Nearly one-third of patients had diabetes and were more likely to have their blood pressure and albumin-to-creatinine ratio monitored than those without diabetes. Potentially appropriate prescribing of antihypertensives was achieved in 79.9% of hypertensive patients with CKD stages 4-5. The prescribing indicators for RAS inhibitors in patients with microalbuminuria and diabetes and in patients with macroalbuminuria were achieved in 69.9% and 62.3% of patients, respectively. Only 40.8% of patients with CKD and aged between 50 and 65 years were prescribed statin therapy. The prescribing of a RAS inhibitor plus a diuretic was less commonly achieved, with the indicator met in 20.6% for patients with microalbuminuria and diabetes and 20.4% for patients with macroalbuminuria. Potentially inappropriate prescribing of NSAIDs, metformin, and at least two RAS inhibitors were apparent in 14.3%, 14.1%, and 7.6%, respectively. Potentially inappropriate prescribing tended to be more likely in patients aged ≥65 years, living in regional or remote areas, or with socio-economic indexes for areas (SEIFA) score ≤ 3. Conclusions: We identified areas for possible improvement in the prescribing of RAS inhibitors and statins, as well as deprescribing of NSAIDs and metformin in Australian general practice patients with CKD.
Background
In 2015, an estimated 1.7 million Australian adults aged 18 years or older had indicators of chronic kidney disease (CKD), and of these, 604,000 had CKD stages 3-5 [1] . Diabetes and hypertension caused up to two-thirds of CKD cases. Approximately one in three and three in four Australian general practice patients with CKD had recorded diagnoses of diabetes and hypertension, respectively [2] . Progressive kidney damage with hypertension and diabetes leads to end-stage kidney disease (ESKD) [3] . In 2016 alone, 2800 new cases of ESKD were reported in Australia [4] . Patients with ESKD require expensive replacement therapy, and their treatment costs the Australian economy 1 billion per year [1] .
Prevention of CKD progression is cost-effective and is most successful within primary care [3] . In Australia, the majority of patients with CKD stages 3-5 receive treatment from general practices [2] . Prevention of CKD progression can be achieved by treatment of modifiable risk factors and avoidance of nephrotoxic medication [3] . Kidney Health Australia's 'CKD management in general practice' guideline recommends, depending on the stage of CKD, adequate treatment of hypertension, dyslipidaemia, and albuminuria [3] . It recommends controlling blood pressure at ≤140/90 mm Hg in patients with CKD alone and ≤130/80 mm Hg in those comorbid with albuminuria or diabetes [3] .
Angiotensin-converting enzyme inhibitors (ACEIs) or angiotensin receptor blockers (ARBs) are first-line antihypertensive agents in CKD patients with albuminuria or diabetes [3] . These classes of drugs not only lower blood pressure but also decrease the progression of albuminuria [3] . Statin therapy is recommended in patients with CKD and aged 50 years or older as it reduces cardiovascular risk and progression of CKD [5, 6] . Australian guidelines also recommend avoiding the use of medications that can potentially damage kidney function or readily accumulate and cause toxicity [6] . These medications include non-steroidal anti-inflammatory drugs (NSAID), metformin, and a high dose of digoxin [3] .
There is limited research investigating the quality of CKD care in Australian patients [7] [8] [9] [10] . The available studies have focused on specific classes of medications [8, 9] and specific regions [7, 9] or single centres [10] that may not be generalisable to the broader CKD population in Australia. There remains a need to assess prescribing quality with validated indicators in patients with CKD. Smits et al. developed a set of 16 prescribing quality indicators (PQIs) [11] , which were developed according to international guidelines recommendations and are relevant to evaluate the quality of CKD care in a primary care setting [12, 13] . We aimed to evaluate the quality of Australian prescribing with these indicators in patients with CKD using a large and nationally representative general practice dataset.
Methods
We analysed retrospective data obtained from the NPS MedicineWise MedicineInsight dataset. The data were de-identified and extracted from the electronic health records (EHRs) of general practices and included demographics, encounters, diagnoses, prescriptions, observations, and pathology tests. NPS MedicineWise MedicineInsight is the largest geographically representative primary care dataset in Australia. As of October 2018, NPS MedicineWise MedicineInsight had recruited 671 general practices across Australia. A total of 2,974,031 included patients had at least three clinical encounters in the previous two years. Details about this dataset can be found elsewhere [2, [14] [15] [16] . We used MedicineInsight data collected from 329 general practices between 1 January 2013 and 1 June 2016.
In this study, we included patients with evidence of CKD based on having two renal function tests that were performed at least three months apart with: (1) estimated glomerular filtration rate (eGFR) values <60 mL/min/1.73 m 2 or (2) albumin-to-creatinine ratio (ACR) values ≥3.5 mg/mmol for females or ≥2.5 mg/mmol for males. The renal function tests were performed between 1 January 2013 and 1 June 2015. The CKD epidemiology collaboration equation (CKD-EPI) was used to calculate eGFR [17] . This definition of CKD is congruent with that recommended for the diagnosis of CKD in Australian general practice [3] . Regular patients (defined by the Royal Australian College of General Practitioners as those with three or more encounters in the previous two years) [16] were included, if at the time of data extraction (July 2016) they were aged at least 18 years. Patients were excluded if they did not have at least one follow-up general practitioner (GP) visit between 2 June 2015 and 1 June 2016, in addition to patients who died during that period.
Variables such as age, gender, socio-economic status (based on the Index of Relative Socio-economic Advantage and Disadvantage, one of the socio-economic indexes for areas (SEIFA)) [18] , rurality, continuity of care (CoC), documentation of a diagnosis of CKD, and serum electrolyte levels (e.g., calcium, and phosphate) were examined. SEIFA quintile was an index developed by the Australian Bureau of Statistics (ABS) and ranks areas in Australia from 1 (most disadvantaged area) to 5 (most advantaged area) [18] . Rurality was assigned according to the postcode of the patient's residence and classified as major cities, regional, remote, and very remote Australia [19] . SEIFA quintile was categorised into SEIFA ≤ 3 vs. SEIFA > 3 and rurality to major cities vs. regional and remote Australia. CoC was calculated for each included patient after the time of laboratory evidence of CKD, over the remainder of the data collection period, using the Herfindahl-Hirschman Index, which has been shown to be highly correlated with other common measures of CoC [20] . Its value ranged from 0 to 1 and cut off points for low and high CoC were <0.75 and >=0.75, respectively. Low CoC in general practice, measured with this index, has also been associated with a higher risk of mortality [21, 22] .
Documentation of a diagnosis of CKD was extracted from condition codes. Baseline comorbidities, including myocardial infarction, hypertension, and diabetes were examined. The comorbidities were based on 'condition flags' provided by MedicineInsight. The prescribed medications that were examined included: diuretics (anatomical therapeutic chemical (ATC) code: C03), beta-blockers (C07), calcium channel blockers (C08), ACEIs (C09A), ARBs (C09C), other agents acting on renin-angiotensin system (RAS) (C09), other antihypertensives (C02), statins (C10AA or combinations as in C10BA and C10BX), phosphate binders (A12AA04, A12AA12, V03AE, and A02AB01), erythropoiesis-stimulating agents (ESAs) (B03XA), non-steroidal anti-inflammatory drugs (NSAIDs) (M01A, M01BA and B01AC), metformin (A10BA02 or in combination as A10BD), and digoxin (C01AA05).
The recorded data included prescriptions and laboratory tests during the last four months of follow-up (between 1 February 2016 and 1 June 2016). The 16 PQIs, developed and validated by Smits et al. [11] in the Netherlands, were used to evaluate this data. They were categorised into two domains: appropriate and inappropriate PQIs. Detailed definitions for all indicators are shown in Table 4 . The appropriate prescribing domain includes the first nine indicators that evaluate prescribing of all antihypertensive agents in patients with hypertension, RAS inhibitors, or diuretics in patients with proteinuria or diabetes, statins, and phosphate binders. The inappropriate prescribing domain contains the remaining seven indicators that assess the prescribing of ESA in patients with CKD and haemoglobin ≥7.5 g/dL, use of NSAIDs and metformin in patients with eGFR < 30 mL/min/1.73 m 2 , high-dose digoxin in patients with eGFR <50 mL/min/1.73 m 2 , simultaneous use of at least two RAS inhibitors, and triple therapy with an NSAID, RAS inhibitor, and diuretic. The use of phosphate binders and ESAs was not captured in our dataset as nephrologists in Australia typically prescribe them.
Simultaneous prescribing of RAS blockers was defined as at least two of the ATC codes C09A, C09B, C09C, C09D, C09X, or combination (as in C10BX) within the last four months of the follow-up (between 1 February 2016 and 1 June 2016). Simultaneous use of NSAID, RAS blocker, and diuretic was defined as at least one prescription for each of the three classes of medications during the follow-up period. It was acknowledged that we were not capable of capturing the use of over-the-counter NSAIDs. We could also not capture whether NSAIDs were prescribed as a regular medication or for 'as needed' use.
Statistical Analysis
Patient demographics and clinical characteristics were compared between patients with and without diabetes and are presented as numbers and proportions. The proportion of patients who met PQIs criteria are shown as percentages with 95% confidence intervals (CIs). We stratified the proportion of patients meeting each indicator by gender, age, SEIFA, rurality, CKD diagnosis documentation, and CoC. Chi-square tests were used to determine differences in the quality of prescribing with patient characteristics. All data analyses and management were conducted using the statistical and graphical computing language of R [23] . A two-sided p value of less than 0.05 was considered to indicate statistical significance.
Ethics Approval and Consent to Participate
Ethics approval was obtained from the Tasmanian Health and Medical Human Research Ethics Committee (H0015651). De-identified data obtained from the MedicineInsight for this study did not have any patient-specific information, such as date of birth, age and postcode and individual patient consent was waived for our ethics application. Patients were informed about the programme through promotional material that was displayed with the waiting room of all participating practices. Patients choice to opt-out from the programme was respected, and robust and effective security controls safeguarded their safety.
Results

Baseline Charactersitics
The cohort was composed of 44,259 patients with evidence of CKD. Of these, 24,165 (54.6%) were females, and 70% were aged 70 years or older. Most patients (57.8%) had eGFR values between 45 and 59 mL/min/1.73 m 2 . Only a quarter of patients with evidence of CKD had documentation of the diagnosis, and documentation was less likely with increasing age (e.g., 51.3% for patients aged 30-39 years with evidence of CKD vs. 23.9% in those aged ≥80 years; p < 0.001). The sociodemographic and clinical characteristics of the study participants, including medications prescribed and monitoring performed, are shown in Tables 1-3. A total of 13,263 patients (30%) had diabetes. Of these, 11,608 (87.5%) and 6608 (87.5%) had hypertension and a history of myocardial infarction, respectively ( Table 2 ). Of 39,716 (89.7%) patients who had a recorded blood pressure measurement, 13,338 (33.6%) had uncontrolled blood pressure (>140/90 mm Hg). The proportion of patients with uncontrolled blood pressure was slightly higher in patients with diabetes (34.4% vs. 33.2%, p = 0.03) than in those without diabetes. Antihypertensive medication prescribing was significantly higher in CKD patients with diabetes compared with those without diabetes (82.1% vs. 70.6%, p < 0.001). Compared with CKD patients without diabetes, CKD patients with diabetes were more likely to be prescribed an ACEI/ARB (64.1% vs. 51.5%, p < 0.001). Over 60% of CKD patients with diabetes were prescribed a statin compared with less than 40% without diabetes (p < 0.001) ( Table 3) .
Only a few patients had recorded treatment with phosphate binders, ESAs, and vitamin D. Therefore, the three PQIs: seven, eight, and nine that assess appropriate prescribing of phosphate binders and the two PQIs: 11 and 12 that evaluate inappropriate prescribing of vitamin D and ESAs were not operational. These five indicators were excluded from further analyses. 
Appropriate Prescribing
Among patients with CKD stages 4-5 and hypertension, 79.9% overall and 83.5% of those aged ≥65 years were prescribed antihypertensive agents. The proportion of patients with microalbuminuria (ACR 2.5-25 mg/mmol for males, 3.5-35 mg/mmol for females) and diabetes who were prescribed an ACEI/ARB or an ACEI/ARB plus a diuretic were 69.9% and 20.6%, respectively. Overall, the prescribing of ACEI/ARB in patients with macroalbuminuria (ACR > 25 mg/mmol for males, >35 mg/mmol for females) was 62.3%. This was significantly higher in those patients aged ≥65 years than those < 65 years (65.4% vs. 56.1%, p < 0.001) and in those without documented CKD diagnosis (64.5% vs. 60.0%, p = 0.046) than those documented. The proportion of patients with macroalbuminuria who were prescribed an ACEI/ARB plus a diuretic was 20.4%, overall, and was significantly higher in those aged ≥65 years (22% vs. 16.7%, p = 0.021) than those <65 years ( Table 4 and Supplementary Figure S1 ).
We examined the prescribing of statins in CKD patients with diabetes and in those aged between 50 and 65 years, as guidelines recommend statin use in both of these groups [12] . The proportion of patients who were prescribed a statin was 39.9% in patients without diabetes and 60.6% in patients with diabetes. The percentage of statin prescribing was 40.8% in patients with CKD aged between 50 and 65 years. Prescribing of statins in this age group was more common in patients with a SEIFA score ≤3 than >3 (45.3% vs. 38.9%, p < 0.001) and in patients with a documented CKD diagnosis (45.1% vs. 38.9%, p < 0.001) ( Table 4 and Supplementary Figure S1 ).
Potentially Inappropriate Prescribing
The percentage of patients with potentially inappropriate prescribing of an NSAID in combination with a RAS blocker and a diuretic (triple therapy) was 2.6%, overall. It was higher in those whose CKD diagnosis was documented (3.0% vs. 2.5%, p = 0.002) than not documented, and in those aged ≥65 years (2.7% vs. 2.0%, p = 0.004) than aged <65 years. It was slightly higher in patients with SEIFA score ≤3 than >3 (3.2% vs. 2.4%, p < 0.001) and in CKD patients living in regional and remote areas than in patients living in major cities (2.8% vs. 2.5%; p = 0.032) ( Table 4 and Supplementary Figure  S2 ). Among patients with eGFR < 30 mL/min/1.73 m 2 , the proportion prescribed an NSAID was 14.3% overall and was higher in patients aged ≥65 years (15.1 vs. 9.4%, p < 0.001) than those aged <65 years and in patients with SEIFA score ≤3 (15.9% vs. 13.6%, p = 0.033) than those with SEIFA score >3.
Of those patients with CKD stages 3-5 and prescribed a RAS blocker, 7.6% were prescribed at least two RAS blockers simultaneously. This was more likely in patients with SEIFA score ≤3 than >3 (8.3% vs. 7.3%; p = 0.005) and in patients living in major cities than those living in regional and remote areas (8.0% vs. 7.0%; p = 0.002) ( Table 4 and Supplementary Figure S2 ).
There were 5130 patients with diabetes who were prescribed metformin. Of 1967 patients with a diagnosis of diabetes and with an eGFR < 30 mL/min/1.73 m 2 , 278 (14.1%) were potentially inappropriately prescribed metformin. This was slightly greater in patients living in regional and remote Australia (16.8%) than those living in major cities (12.3%; p = 0.005) and in patients whose CKD diagnosis was not documented (16.3% vs. 12.5%; p = 0.018) ( Table 4 , Supplementary Figure S2 ).
In patients with an eGFR < 50 mL/min/1.73 m 2 , the proportion prescribed high-dose digoxin (0.125 mg/day) was 3.8%. This was higher in females (4.1% vs. 3.3%, p < 0.001), in those aged ≥65 years (4.0% vs. 1.1%, p < 0.001) than aged <65 years, and in those living in regional and remote areas (4.2% vs. 3.5%, p = 0.002) than those living in major cities (Table 4 and Supplementary Figure S2 ). 
Discussion
This study is the most extensive to date that evaluates the quality of medication prescribing in Australian general practice patients with CKD, utilising a set of 16 validated indicators and based on diabetes status [11] . Potential gaps in prescribing CKD progression protective medications and avoiding nephrotoxic drugs were identified. ACEIs/ARBs in patients with proteinuria or diabetes and statins in patients aged between 50 and 65 years were found to be under-prescribed. Potential inappropriate prescribing identified included simultaneous prescribing of at least two RAS inhibitors, prescribing of NSAIDs and metformin in patients with eGFR <30 mL/min/1.73 m 2 , and use of high-dose digoxin in patients with an eGFR < 50 mL/min/1.73 m 2 . With at least one indicator, inappropriate prescribing was more common in patients with SEIFA ≤ 3, aged ≥65 years, or living in regional and remote Australia. Compared with patients without diabetes, patients with diabetes generally received more comprehensive blood pressure and laboratory monitoring and pharmacotherapy.
Despite strong evidence for the efficacy of ACEI/ARB to reduce proteinuria and slow progression of CKD to ESKD, less than 70% of Australian adult patients with CKD stages 3-5 with diabetes and microalbuminuria were receiving an ACEI or ARB. The prescribing of an ACEI or ARB in patients with CKD with albuminuria was slightly lower in Australian general practice compared to that reported in other developed nations [24] [25] [26] [27] . Studies from different provinces of Canada [24] [25] [26] investigating prescribing in CKD patients reported rates of 74% to 80% for ACEI or ARB prescribing, while a study conducted in the Netherlands found prescribing in 78% and 82% of non-diabetes and diabetes patients, respectively [11] . The reason for the low rate of ACEI/ARB prescribing could be non-concordance to Australian CKD treatment guidelines, including not referring patients to nephrology care [3] . The cost of ACEI/ARB probably had a limited impact on the rate of their prescription as these medications are subsidized by the Australian Pharmaceutical Benefits Scheme (PBS).
It was unexpected to find no difference or even low rates of an ACEI or ARB/an ACEI or ARB plus diuretic prescribing in patients with proteinuria and documented CKD compared to those without documented CKD. This might suggest that GPs awareness of patients' CKD status did not necessarily compel them to prescribe an ACEI/ARB. They may have other valid reasons for not prescribing, including hyperkalemia, hypotension, and acute renal injury (AKI) [28] . Among CKD patients with proteinuria who were receiving multiple antihypertensive agents, only a fifth use an ACEI/ARB in combination with a diuretic (double therapy) in this study. Double and triple (ACEI/ARB plus a diuretic plus an NSAID) therapies are associated with AKI [29] , which might have discouraged GPs from prescribing. However, compared with those with triple therapy, the risk of developing AKI is less likely in patients with double therapy [29] . Combining ACEI/ARB with a thiazide diuretic instead of a loop diuretic might reduce the risk of discontinuation of ACEI/ARB [30] . The risk of inducing hypotension and the associated fall in elderly patients might outweigh the renoprotective effect gained by combining an ACEI/ARB with a diuretic, and it might have also prevented GPs from prescribing [30, 31] .
Statins are relatively well-tolerated medications and are beneficial in lowering the risk of cardiovascular events in patients with CKD [12, 32] . Notwithstanding the PBS restrictions on the prescribing of statins, the current Kidney Disease: Improving Global Outcomes (KDIGO) and Kidney Health Australia's guidelines [3, 12] recommend statin or statin/ezetimibe treatment in adults aged 50 years and over with eGFR < 60 mL/min/1.73 m 2 but not treated with chronic dialysis or kidney transplantation. In this study, only 40.8% of patients aged 50 to 65 years were receiving statins. These rates were less than a 54% lipid-lowering medication prescribing rate in primary care patients with CKD reported by a prior Australian study, AusHEART [33] . A study by Smits et al. [11] in the Netherlands using the same indicators reported a higher (74%) rate of statin prescribing in patients with CKD stages 3-5 aged 50 to 65 years. The significantly low rate of statin prescribing in those patients without documented CKD diagnosis (38.9%) suggests that lack of CKD recognition by GPs might be one reason for the low rate of statin prescribing.
Statin side effects and interactions were the main concerns of Australian patients taking statin [34] , and which were also cited as the most commons reasons for statin discontinuation elsewhere [35] . The low rate of statin therapy in this study could be related to public concern over perceived adverse reactions following an extensive media campaign about the negative effect of statins [36] . The other likely reason is the lack of PBS subsidisation for statin therapy for CKD in the absence of other indications [37] .
Our study indicated that patients living in relatively disadvantaged socio-economic areas (SEIFA score ≤ 3) were more likely to be prescribed potentially inappropriate NSAIDs, simultaneous use of at least two RAS inhibitors, and triple therapy (combined use of an NSAID, a RAS inhibitor and a diuretic). Similarly, patients from regional or remote areas of Australia were more likely to be prescribed potentially inappropriate digoxin, metformin, and triple therapy. These findings suggest that patients living in disadvantaged socio-economic areas, as well as regional and remote areas, may receive a lower quality of CKD care than patients living in socio-economic most advantaged areas or major cities. The health care inequality between regional/remote areas and major cities of Australia has been the subject of many reports and initiatives [38] . Three in five people in remote/very remote areas did not see a specialist because of distance, and people in outer regional and remote/very remote areas were less likely to have a usual GP [38] . Inequality in prescribing has also been found elsewhere. A study in France [39] reported that inappropriate prescribing was highest in older people living in municipalities with low socio-economic status. A similar study conducted in Ireland [40] also found that inappropriate prescribing was more prevalent in relatively deprived patients aged over 70 years.
In this study, patients with CKD and aged 65 years or over were more likely to be prescribed nephrotoxic medications: triple therapy, high-dose digoxin, and NSAIDs. One possible explanation is that some GPs may not consider an eGFR measurement between 45-59 mL/min/1.73 m 2 as evidence of CKD in older individuals. They might consider these eGFR values as reflecting the normal physiological changes related to aging.
Unlike a previous study by Khanam et al. [31] , using MedicineInsight data, which found higher CoC led to better blood pressure control, this study found no significant differences in prescribing quality between patients with higher and lower CoC.
Strengths and Limitations
This study had a large sample size, and patient characteristics within the MedicineInsight dataset are similar to the Australian population [2, 14, 16] . However, there are several limitations. Medications prescribed solely by specialists, such as nephrologists and cardiologists, who worked in hospitals and speciality clinics were not recorded in NPS MedicineWise MedicineInsight. For instance, phosphate binders and ESAs are not usually prescribed by GPs (generally prescribed by nephrologists), and thus our data were not complete on the use of these medications.
We did not account for medication contraindications and adverse drug reactions that may have prevented GPs from prescribing a specific class of medication to patients. Adverse drug reactions are recorded in free text in 'Allergies/Reactions Table' in the NPS MedicineWise MedicineInsight dataset. This table is not an event-based table and does not necessarily record each occurrence of adverse drug reaction. Free-text search for an adverse drug reaction from this table is of poor quality.
NSAIDs are also available without a prescription, but we could only obtain data on prescribed NSAIDs. Simultaneous prescribing of at least two RAS blockers within the four months might not necessarily indicate concomitant inappropriate use. It might be an overlapping period of switching from one RAS blocker monotherapy to the other. We also did not investigate the impact of medication use on patient outcomes.
GPs collected the data for clinical decision making, not for research purposes. The EHRs may not contain all sociodemographic and clinical characteristics. For instance, indigenous status was not recorded for 24.3% of the patients. There is a possibility that aspects of patients' medical history, prescriptions, and laboratory tests were recorded in notes and not included in the research data, which used specified fields and not the body of free-text consultation notes.
We noted that including only regular patients (who had three or more clinical encounters in past two years) in this study potentially introduced selection bias by including more older patients with multiple comorbidities who visited their GP more frequently. However, four in five Australian patients visited their GP multiple times in a year [41] , and nearly all patients could visit their GP at least three times in two years. In conclusion, we identified the potential for possible improvement in the prescribing of recommended preventive medications and deprescribing of nephrotoxic medication in patients with CKD in Australian primary care. Programmes to optimise the quality use of medications should focus on improving the prescribing practices for protective medications, such as an ACEI or ARB and a statin, and deprescribing concurrent NSAIDs and RAS blockers in patients with CKD.
